INTRODUCTION
Orf is an infectious disease which spreads by direct contact with sheep and goats [1] . The etiopathogenic agent is Orf virus. It belongs to the Parapoxvirus genus of the Poxviridae family. Orf virus is usually transmitted through the breaks and abrasions on the skin. The disease is generally localised to the hands. Systemic involvement has not been previously reported [2] . Farmers, butchers, sheep shearers and veterinarians are prone to disease [3] . Orf has a characteristic clinical pattern including inflamed macules, papules, vesicles, nodules, verrucous lesions and scar tissue. The incubation period can vary from 3 to 5 days. The disease first appears as erythematous macules which evolve to papules with a target appearance in 7 to 14 days. Afterwards, the lesions become nodular and vesicular which ulcerate in 2-3 weeks. The lesions are usually asymptomatic, however secondary infections can lead to pain and discomfort. Orf disease usually heals by itself completely in 4-8 weeks [4] .
CASE REPORT
A 21-year-old Caucasian female patient was admitted for further clinical evaluation of the lesion on her hand. The lesion first appeared as an erythematous macule and it increased in size gradually within the last 2 weeks. The lesion was asymptomatic. The patient whose father was a farmer was living in a rural area. The patient stated that she helped her family to raise sheep. The medical history was unremarkable. Dermatological examination revealed a grey-black colored plaque with erythematous-purple colored sharp borders and ulcerated-crusted area at the center on the third finger of her left hand (Fig. 1) . The lesion had concentric zones and a targetoid appearance. We made the diagnosis of orf based on its clinical features and physical examination. The patient was started on topical mupirocin ointment to prevent secondary bacterial infections. The orf lesion healed completely after 6 weeks.
DISCUSSION
Orf is a self-limited zoonotic infection which can be transmitted to people by direct/indirect contact with infected animals and animal products [5] . Orf usually presents as a solitary lesion on the hand. However, multiple lesions have also been described in the medical literature [6] . The diagnosis of orf is usually made based on its clinical features and the exposure history of the patient [7] . In suspicious cases, a skin biopsy and polymerase chain reaction may be performed [8] . No specific therapy is necessary for orf. However, the disease can easily be misdiagnosed as a bacterial infection or a neoplasm [5] . In immunocompromised patients, persistent lesions may require excision. It has been suggested that 1-week topical imiquimod therapy accelerated the healing of the lesions [9] . Geerinck et al. described a renal transplant patient with a growing orf lesion who was succesfully treated with topical cidofovir [10] . Orf has a benign course, however the lesions may reoccur in immunosuppressed patients [6] . Moreover, Duchateau et al. described autoinoculation with Orf virus in a patient who took azathioprine because of Crohn's disease [8] . Systemic symptoms do not occur, however, complications including fever, lymphangitis and lymphadenopathy have been reported. Furthermore, erythema multiforme and autoimmune bullous disease may be associated with orf [4] .
CONCLUSION
Hereby, we present a case of orf disease with typical clinical course and appearance. Despite its rarity, orf disease should be included in the differential diagnosis of erythematous nodules, targetoid or crusted skin lesions of the hands.
